endoscopy workload continues to increase and diversify often without adequate staffing, facilities, and funding. (Gut 1995; 36: 468-472) 
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Abstract A survey of all gastroenterologists in the Trent Region (population 4.7 million) showed that in 1992 the number of upper gastrointestinal endoscopies had continued to rise considerably. There were 8.6 per thousand of the population. Colonoscopies had also increased to 1.4 per thousand. There had been a large fall in barium meal examinations to 4.8 per thousand. Barium enema examinations had increased slightly to 5.3 per thousand. The number of endoscopic retrograde cholangiopancreatographies (ERCPs) and variceal sclerotherapies had also increased by 540/o and 21% respectively since 1986 and were available in most of the 20 hospitals. Percutaneous endoscopic gastrostomy had been introduced at most hospitals. Emergency endoscopy was readily available at night in only half the hospitals. Fourteen hospitals offered formal open access endoscopy. Intravenous sedation was used routinely in 12 hospitals. The rate for perforation at routine upper gastrointestinal endoscopy was 1 in 4500 and for death was 1 in 20 000. There were serious deficiencies in provision of facilities or staff, or both at 14 hospitals. The total number of gastroenterologists had only increased from 25 to 26 since 1986. Thus endoscopy workload continues to increase and diversify often without adequate staffing, facilities, and funding. (Gut 1995; 36: [468] [469] [470] [471] [472] Keywords: gastroenterology, endoscopy, barium examination.
Gastroenterological problems have always constituted a large part of general internal medicine. In the past quarter century, with the widespread introduction of flexible fibreoptic endoscopy, the practice of gastroenterology has changed almost beyond recognition and endoscopic procedures have formed an increasingly large part of the workload. Usually, a gastroenterologist, while also taking a full share of acute general internal medicine, provides a diagnostic and therapeutic service for the district in a similar way to a radiologist. The size of this additional and increasing commitment is not readily appreciated nor is it taken into account in strategic planning. which was an increase of 54% since 1986. The absolute increase was 64%. The increase was apparent in all except two of the hospitals. The contribution by surgeons had increased from 54% to 59%. Table II Table III shows the numbers of ERCPs done in each hospital by both physicians and surgeons. There was an absolute increase since 1986 of 54% to 2533 examinations. The population based increase was 46% to 054 per thousand. Surgeons did ERCP at five of the hospitals and contributed 27% of the total examinations. ERCP was not available at seven of the hospitals but it was available in eight of the 11 districts compared with six in 1986. Forty nine per cent of examinations were therapeutic and, except in three hospitals, this was done only by physicians. Table III District   1981  1986  1989  1990  1991  1992  1981  1986  1989  1990  1991  1992   Barnsley  2154 2753 1847  1911  1674  1521  740  726  926  835  720  657  North Derbys  1746  1919 1315  1083  1035  1291  820  1298  1349  1609 1592  1851  South Derbys  2419 2339 2213  1950 2121  2189  1356  1629  1709  1831 2164  2262  Doncaster  2162 2471 2372 2192 2384 2868  1248  1410  1524 1547 1638  1860  Leics  6149 5470 3322  2866 2963  2867  4025 4542 4384 4262 4436 4515  North Lincs  1658  1534  958  974  800  796  983  1102  1246 1307 One of the most serious deficiencies in the provision of endoscopy services was the nonavailability of emergency endoscopy for major upper gastrointestinal haemorrhage. Although this may be partly related to the availability of experienced endoscopists, financial provision for out of hours nursing is the usual obstacle.
Variceal sclerotherapy
There was considerable variation from hospital to hospital both with regard to number of procedures and techniques. It may not be appropriate to have ERCP at each hospital but it is important that all suitable patients have access to this. It was available in all except three districts and there was no evidence of difficulty referring to a neighbouring district. Knowing the dangers of endoscopy in sedated patients it was perhaps surprising that in only eight of the hospitals was endoscopy routinely done without sedation. Of course, talking nonsedated patients through the procedure may take a little longer and they remember any discomfort, the recounting of which can be upsetting to the endoscopist and other patients.
Despite all the deficiencies it is reassuring that reported serious complications were few -one oesophageal perforation for every 4500 diagnostic upper gastrointestinal endoscopies. At the same time there is no place for complacency and it is important to realise that endoscopy is potentially dangerous and may cause death -at least one in every 20 000 diagnostic examinations. Furthermore, these reported complications are probably underestimates as they are not always appreciated at the time of endoscopy and therefore may not be included in the endoscopy records. It is thus incumbent upon gastroenterologists to ensure that as far as possible unnecessary endoscopies are not done. As expected, complications and death were more frequent for therapeutic procedures. 
